In spite of these criticisms the woman who has breast cancer is now more aware that breast reconstruction is a possibility after mastectomy. Only if the general surgeon and, when applicable, the radiotherapist give full consent should a woman be considered for reconstruction. Patients of widely varying clinical stages are considered suitable. Even women with disease beyond stage II have been referred by some protagonists for reconstruction on the basis that, although survival may be limited, the quality of survival for that particular patient can be enhanced by reconstruction -a very personal stance that in the patient's interest is not unjustifiable. Preparation of the patient for breast reconstruction must occupy more time than is usually allotted in the outpatient department. Whether immediate or delayed reconstruction is planned, she should know what this implies in terms of scars and have an idea of the final results from photographs. Discussion with a woman who has completed the sort of reconstruction planned for the particular patient is the best solution (an added role of the Mastectomy Association). Any continuing reservations or doubts expressed by the patient should exclude her from reconstruction. Unless wholly committed, she is likely to be disheartened by the hospitalization and final result.
Reconstruction of the breast after mastectomy is invaluable for certain patients whose quality of life is otherwise seriously diminished. Only by liaison between the general surgeon, the radiotherapist and the reconstructive surgeon, assisted, as appropriate, by the general practitioner and the psychiatrist, can these patients be properly helped and useful guidelines and prognostic features elucidated. Furthermore, it is possible that if the public were more completely informed, those women for whom the dread of mastectomy is greater than the fear of cancer itself would seek earlier treatment. In the United Kingdom, the annual incidence rate of new strokes is 186/100000 population (Acheson & Fairbairn 1970) : 90% of these are ischaemic and just less than one-third of such patients admitted to hospital give a previous history of transient ischaemic attacks (TIAs) (Whisnant et al. 1973) . The incidence of stroke in patients with TIAs is 7% in the first month from the onset of symptoms, 17% in the first year and thereafter 4-5% per annum, which is 4-5 times the incidence in a non-TIA population (Whisnant 1976) . Thus some patients with TIAs are clearly at risk of developing a cerebrovascular accident (CVA), but since it is not possible to predict which of those patients are at risk we investigate them all. However, of all TIA patients, less than half are associated with an operable lesion in the carotid artery (Harrison & Marshall 1975) .
Carotid endarterectomy has proved successful in reducing TIAs, but owing to variable operative mortality and morbidity figures, and lack of adequate controlled data, it has proved difficult to demonstrate in an entirely satisfactory way a clear overall advantage of surgery over medical therapy. The mortality of carotid endarterectomy in the best hands is I%or less (Thompson & Talkington 1976) . Commonly, mortality figures are higher than this, and combined mortality and morbidity figures reach 6-7%, and in inexperienced hands can be as high as 20% (Harrison 1980) , although in the latter group appreciation of risk factors such as established stroke, bilateral disease, hypertension and heart disease may be lacking.
At The Middlesex Hospital, 57 carotid endarterectomies have been carried out of which it has been possible to obtain follow up data on 41. Of these, 32 had TlAs (26 with TlAs only and 6 with a CVA and TlAs). There were 8 patients with CVA only, and one patient with an asymptomatic bruit. The follow-up period ranged from 3-103 months, with a mean of 16 months. There was no operative mortality in the 32 patients with TlAs preoperatively. Two of these patients continued having TlAs postoperatively, but 30 (93.7%) were relieved of their symptoms. With regard to operation-related neurological deficit, there were 3 whose deficit was transient and alI fulIy recovered. There were 2 patients (6.3%) whose deficit only partially recovered, and one of these died 3 months later of a further CVA. Of the 8 patients who had a CVA preoperatively, there were 2 late deaths from further cerebral ischaemia at 53 and 60 months postoperatively.
It has been calculated that if a long-term benefit is to accrue from carotid endarterectomy, the mortality should be less than 1% and the combined risks less than 4% (Harrison 1980) . With successful surgery, postoperative stroke risk in previous TIA patients is approximately 3% per annum, which is about one-third to one-half the risk if surgery had not been performed (Fleming et al. 1977 , Stanford et al. 1978 . However, only one controlled trial has been conducted and this was closed over ten years ago.
In the Fields cooperative trial, the results of carotid endarterectomy compared with medical therapy for carotid territory TIAs showed a recurrence of 4.5% in the surgical group and 36% in the medically treated group (Fields et al. 1970) . New strokes were reported in 4% of the operated group and in 12.4% of the non-operated group, but the incidence of operation-related stroke was not included when calculating the previous figures; when this is included there is no difference in the two groups. Furthermore, when including operative mortality in the long-term folIow-up figures, again there is little to choose between medical and surgical treatments.
However, there was evidence from this trial that the operative mortality declined from 5% to 1.5% during the period of the study. Other criticisms include the fact that the non-surgical group had a variety of medical therapy, and alI patients underwent angiography which itself has a combined mortality and morbidity of 0.5-2.5% (Harrison 1980) . It may be that angiography was not necessary for all those allocated to the nonsurgical group. It would seem that a new study is badly needed.
The finding of a bruit over the carotid bifurcation in totally asymptomatic patients indicates in just over two-thirds of this group a stenosis of 50-85% (Taylor & Lumley 1977) . However, follow-up studies provide differing • views of the subsequent stroke risk, and the indications for prophylactic surgery still remain controversial.
Extracranial-intracranial bypass surgery, first performed in 1967, consists of anastomosing, through a burr hole, the superficial temporal artery to a cortical branch of the middle cerebral artery (Donaghy & Yasargill 1968 ). It was introduced as a solution to the dilemma of how to treat the patient who presents with carotid territory TIAs but whose lesion is either inaccessiblein the neck, or is situated in the siphon or middle cerebral artery, or who is found to have an occlusion of the internal carotid artery. Whereas carotid endarterectomy seeks to prevent arterial occlusion and remove the source of embolism, extracranial-intracranial bypass aims to improve blood flow. Worldwide over 3000 bypasses have been performed with an overalI mortality of 2-3% and an incidence of operationrelated neurological deficit of 1-2%. TIAs are abolished in 95% of patients and patency rates range from 80-90% (Harrison 1980) . However, we await the results of the Canadian cooperative trial to telI us the long-term stroke rate.
As this operation improves cerebral blood flow, the indications have in some centres been extended to those patients with established deficit due to infarction. It has been shown experimentally that the edge of the territory of an infarct contains neurones with a degree of ischaemia causing a paralysis of energy metabolism and impulse generation but short of that causing celI death. Recovery could theoretically occur if blood flow was improved. Claims of improvement in neurological deficit have been made in completed strokes, but the very variable natural history of the acute deficit due to recent infarction and the difficulty of accurate subjective assessment of deficit make such claims difficult to evaluate. Sudden improvement in a static deficit would be in favour of a genuine effect of the anastomosis. It would seem logical, therefore, to wait until the deficit is static and then assess reversibility by one of three means: (I) the observed effect of hyperbaric oxygen on the clinical deficit; (2) the observed effect of an increased systolic blood pressure on somatosensory evoked potentials recorded over the ischaemic area; (3) matched 02 1 S and C0 2 1 S scanning. An 02 1 S scan reflects regional cerebral metabolism while a C0 2 1 S scan reflects regional cerebral blood flow. An area of high 0 2 1 S extraction with a low CO 2 I S extraction may be indicative of potential reversibility of ischaemia.
If reversibility is demonstrated by one of the above means, extracranial-intracranial bypass may be indicated.
There is no doubt that carotid endarterectomy and extracranial-intracranial bypass reduce the incidence of carotid territory TIAs not due to cardiac disease, and as the incidence of stroke following carotid endarterectomy is less than that obtained from natural history figures, surgery would appear to be the treatment of choice provided the combined operative morbidity and mortality is less than 4%. However, it does appear that we now require further information from controlled trials to inform us of the overall relative merits of these two operations and/or modern medical therapy in the prevention of TIAs and stroke, and also to inform us of the role of extracranial-intracranial bypass in established stroke.
Rodney 1973) 0141-0768/81/050332-02/$01.00/0 Sorcery and sudden death Death induced by cursing or sorcery is one of the oldest human fears, but hardly a preoccupation of modern medicine, since the world view on which it depends is mainly confined to recent immigrants. Among those who believe in sorcery, death may be due in some cases to 'giving up' (Engel 1968) and refusal of food, a pattern which may occur in depression and is familiar in geriatric medicine. Some voodoo deaths in other cultures are of this kind (Barber 1968 , Lester 1972 , but it is interesting that both Cannon (1944) and Richter (1957) noted a more catastrophic form of visitation, in which death of a previously robust individual following cursing was sudden enough to be attributed to vagal inhibition. In European village society during the sixteenth century, and locally in some areas today, victii\1s of witchcraft might be expected to 'go into a decline' or to be 'struck dead' with equal frequency.
In our own society, science tends to fill the ecological niche of sorcery. We are likely to miss bewitchment, when it does occur, through a form of anthropological chauvinism. One extremely dangerous sorcerer in our culture is the physician or pathologist.
A middle-aged, polysymptomatic and robust English woman, witha longhistory of manipulative and neurotic behaviours, was admitted to hospital for the investigation of joint pains. In the course of study, biopsy of a solitary enlarged lymph node revealed a few malignant cells. The patient read her own notes, arranged for admission to a 'home for the dying', and died suddenly two weeks later, without evident neoplastic cause.
Less spectacular but equally well established is the increased mortality in relict spouses of all ages.
Much demonopathology in tribal societies probably reflects the prevalence of chronic and acute causes of natural death in the population. Most of our patients do not believe in witchcraft, although throughout medicine and, in particular. psychiatry it is often instructive to apply the paradigm of malignant external influence in order to note the parallel. One may also, of course, be confronted with a patient from another culture who has indeed been formally 'cursed' and becomes ill in consequence. Curses may accrue through the overt act of some other person, or through an action of the patient -in which case the curse reifies guilt. Such cases in 'primitives' are anecdotally reported to do badly with scientific medicine but better if turned over to a healer in their own tradition. This may well be true where the curse results in 'giving up' or 'loss of the soul' (the espanto of Mexican folklore (Latorre 1978) 
